Introduction
Burns affect at least 1% of Australians each year, 1 although the number is probably higher due to the under-reporting of minor burn injuries. Pharmacists and GPs may be asked about managing minor burns. The majority of injuries are caused by scalds from hot liquids, contact with hot objects and fire. However mechanisms such as friction burns, for example from treadmills, are becoming more prevalent. [1] [2] [3] Determining the severity of a burn injury
The significance of a burn injury depends on its depth and the percentage of total body surface area affected. The depth of the injury is determined by the temperature of the heat source and the duration of contact with that source. 1 The rule of nines is a practical method to quantify the area affected by the burn. 4 For a person at least 10 years old, the head is equal to 9%, each upper limb 9%, the anterior trunk 18%, the posterior trunk 18% and each lower limb 18% (see Fig.) . 1, 4 In children under 10 years old, the rule varies slightly, as the head represents a larger proportion of their body surface area. In addition, the palm and fingers of the patient of all ages can be used to estimate 1% total body surface area, which is useful when calculating scattered burn injuries. 1 Capillary refill is a good indicator of the depth of the burn. Any burn that is only erythematous and does not have blisters or a break in the skin is superficial. may provide first aid and advice on wound dressing, but has a key role in recommending medical attention when required.
Burn units are always available for consultation. Photographs can be sent for advice if necessary. They can also be used to monitor healing.
First aid
If someone is on fire, it is important for them to stop, drop, cover their face and roll. Clothing, nappies and jewellery must be removed, as they can continue to burn and store heat. If, however, the clothing is firmly stuck to the skin, cut around the area leaving adherent cloth in place. 1 This will require removal in hospital.
For all thermal burns, 20 minutes of cold running water (2-15° C) has been proven to reduce the area and depth of the burn. 7 Consequently, this reduces the area requiring skin grafting. 8, 9 Cold running water should ideally be applied within an hour of the injury, but is useful up to three hours post injury. 10 It may also have an analgesic effect. 10 Copious cold running water should be used to decontaminate chemical burns. 1 Ice is never appropriate first aid for burns, as it can deepen these injuries and cause hypothermia. 7 Care must be taken with cooling to avoid hypothermia. This is particularly important in people with large surface area burns, young children and older people. These patients must be kept warm by covering unaffected areas as much as possible. 1 Hydrogels containing tea tree oil have also been shown to have an analgesic effect, and sheet hydrogels may be useful as a temporary wound
When to refer
In general terms, if more than 10% of the total body surface area is burnt in children, and more than 20% in adults, the injuries are severe and must be referred to a specialist burn unit, as emergency management and fluid resuscitation are required (see Box).
1 This is due to the release of inflammatory mediators which leads to a systemic inflammatory response and potential shock. 1 Burns of 5-10% total body surface area in children and 10-20% in adults still require referral as the patients may require admission for management of problems such as pain. 1, 5 Patients should also be referred to a burn unit if the injury involves the airway, face or neck, or affects the hands, feet or perineum. 5 Patients with significant medical comorbidities such as diabetes, those who are immunocompromised, very young or very old patients, and those with associated trauma should also be referred. 1 All patients with burn injuries from chemical or electrical sources should be referred to a burn unit. 5 Chemical burns often cause very deep injuries and may require specific decontamination or urgent debridement. Electrical injuries, while potentially appearing innocuous, may require cardiac monitoring due to the risk of cardiac arrhythmia. 1 Any burn that crosses a joint should be referred as it may lead to significant scar contracture irrespective of size.
1 Circumferential burns and burns with the potential to compromise circulation or respiratory effort should be referred immediately for consideration of escharotomy. 1 Small burns and those localised to specialised areas can be significant. For example friction burns from treadmills to the fingers of a toddler often require skin grafting, leave permanent scarring and have a risk of lifelong morbidity due to scar contracture. 2 Some burns that do not initially meet the criteria for referral to a tertiary hospital may still need consultation with a burn unit if the wound takes longer than 10 days to heal. Burns that take longer than 14 days to heal may scar and any burn that takes longer than 21 days will very likely scar. 6 Burn units not only look after acute burn injuries but also provide management of scarring if required.
Any burn more than the size of a 20 cent piece, or deep burns that are smaller, need to be reviewed by a medical practitioner for advice and potential referral.
What can be managed in the community?
Small superficial burns that do not meet the criteria for referral can be managed by GPs. A pharmacist Minor burn management of silver sulfadiazine should be limited to treating infected burns.
If it is used on an infected burn, silver sulfadiazine cream should be applied onto a sterile cloth or tulle gras. This ensures that it remains in contact with the wound bed. 15 Infected burns should be referred to a burn unit as soon as possible as early debridement and intravenous antibiotics may be indicated.
Moisturising creams
Burn injuries often lead to dry skin and pruritus so moisturisers are commonly recommended. There are many moisturising products available, but a simple water-based sorbolene cream is very efficacious and cost-effective. 1 In patients with intact, nonblistered skin, a moisturising cream can be used for primary wound management.
1 Dry skin and pruritus can sometimes persist for many months after the burn has healed. Regular application of a water-based moisturising cream is recommended. However, moisturising products containing sodium lauryl sulphate, such as aqueous cream, are not recommended as they have been shown in some instances to worsen dryness. 17, 18 There is little evidence that adding vitamin E to sorbolene cream results in scar reduction but such creams are commonly used. 19 
Soaps
Generally, soaps should be avoided due to their drying nature, sometimes for up to 12 months post injury. Washing with a moisturising cream or a nonsoap-based product is recommended.
Oils
Oils are generally discouraged in the initial months after a burn, especially in children, as they are not readily absorbed into the skin. They may interfere with the integrity of pressure garments which are prescribed for scar management in some patients.
In the longer term, bath oils may be of benefit to some individuals. Some bath oils are infused with colloidal oatmeal which may relieve itch. Products such as Bio-Oil or vitamin E oil can be used for scar management, however evidence of their effectiveness is limited and conflicting. 19 
Sun protection
Sun protection is essential. Sun exposure in the initial 12 months after injury is anecdotally known to increase the risk of skin pigmentation. In the longer term, burned skin is at higher risk of malignancy than unburned skin. 20 When choosing a product, those for sensitive skin are preferred. In the initial post-burn period, creams may be too irritant or too oily. Other measures such as protective clothing should therefore be strongly recommended. 1 cover.
11 They do not, however, replace the need for 20 minutes of cold running water, and hypothermia is also a risk.
11

Wound management for minor burns
Following the application of cold running water, wound management depends on the integrity of the skin. If the skin is intact and not blistered, wound coverage is not necessary and the application of a simple moisturiser is recommended.
1 If the skin is blistered or broken, an assessment of wound size and depth should be undertaken. Consultation with a burn unit should be considered.
Burns are tetanus prone. Tetanus immunisation status and subsequent immunisation or provision of tetanus immunoglobulins should be considered. 1 
Dressings
A large range of dressings can be applied to burns. 12 The most important principles are to keep the wound clean and moist during healing. 1 If blisters are present, or have been broken, use a protective dressing. 1 An antimicrobial dressing is generally recommended. Silver dressings, which come in many forms (e.g. nanocrystalline silver sheets, silver impregnated foam, hydrofibre) or products such as chlorhexidine-impregnated tulle gras can be useful for their antimicrobial properties. If any signs of infection develop, patients should be referred to a burn unit.
Dressings should be applied according to the manufacturers' recommendations. The frequency of dressing changes can vary from daily to weekly, and is determined by the product used and the amount of wound exudate. While health practitioners may favour a less expensive dressing, they should be aware that less frequent dressing changes and a lower chance of infection may make some relatively expensive antimicrobial dressings more cost-effective. As burns are very painful, fewer dressing changes, and therefore less associated procedural pain and distress, are highly desirable and may expedite healing. 13, 14 The length of treatment depends on the time to healing. This is generally indicated by a pink, fully epithelialised wound surface.
Silver sulfadiazine cream
In the recent past, creams containing silver sulfadiazine were commonly used for burn injuries. 15, 16 While an effective antimicrobial, silver sulfadiazine requires daily dressing changes, which can be labour intensive and distressing for patients. Silver sulfadiazine produces a pseudo-eschar, which makes burns assessment difficult and may be implicated in reduced rates of wound re-epithelialisation. 15 
Conclusion
While some burns require specialist management, vast numbers of injuries present to pharmacists and GPs. Burn units and some plastic surgery units are useful resources if advice regarding management is required. The nearest burn unit 28 should be contacted if the patient meets referral criteria.
Conflict of interest: none declared
Antipruritics
Pruritus is commonly experienced after a burn, particularly by patients with larger injuries. Itching and consequent scratching can be extremely detrimental to wound healing. In many instances antihistamines may be required. 21 Topical preparations such as moisturising cream or colloidal oatmeal may also have a role. 22 In patients with larger burn injuries, and pruritus resistant to first-line treatments, drugs such as gabapentin may be considered by burn or pain specialists.
23,24
Oral antibiotics
The prescribing of prophylactic oral antibiotics within the community setting is an area of increasing concern. The inappropriate use of antibiotics leads to high incidences of multi-resistant organisms. 25 Multiresistant Staphylococcus aureus and multi-resistant Pseudomonas aeruginosa are becoming increasingly prevalent and difficult to treat. 26 Usually, antimicrobial dressings can keep wound colonisation to a minimum.
